ABSTRACT Eighty-six survivors ofblunt chest injury were assessed for pre-and post-injury respiratory symptoms using a standardised questionnaire. A 
Blunt chest injury is one of the more serious injuries associated with the current epidemic of road traffic accidents.' Mortality has been well documented and has remained at 20-25 % in most reported series.2 3 Morbidity and late respiratory sequelae have received less attention. The majority of such studies2 4 5 have assessed disability by a comparison of spirographic and other lung function tests with "normal" predicted values. Spirometry correlates poorly with exercise tolerance6 and may thus be an inadequate measure of disability especially when it is slight. Davidson and colleagues2 in their study of the late effects of blunt chest injury concluded that "there was a strong impression that many patients were affected by respiratory symptoms to a degree not indicated by the objective tests." Respiratory disease and its usual cause, tobacco smoking, are common within the population. In The observed and expected prevalence of selected groups of symptoms for smokers and non-smokers are shown in tables 3 and 4 respectively. The symptoms of chronic bronchitis, cough, phlegm, and wheezing were restricted almost entirely to smokers The symptom of dyspnoea was common after injury and showed a three-fold increase (p <0 005) over the expected and pre-injury prevalence. There was some evidence to suggest that the increase was greatest among smokers particularly for grades 2 and 3. However, the small overall numbers did not permit a meaningful analysis. Thirteen (15 %) ofthe survivors claimed grade 3 dyspnoea-that is, having to stop for breath while walking at their own pace on level ground.
Discussion
Respiratory symptoms, although subjective, are a more sensitive indicator of respiratory disability for groups of patients than spirometry. The increased respiratory symptom prevalence observed in these survivors of blunt chest injury suggests that respiratory disability, although often slight, is common after thoracic injury. The close correlation ofobserved and expected values for FEV, and FVC confirms the lack of sensitivity of such investigations in determining disability. The present study, which combines features of both cross-sectional and longitudinal studies, cannot determine whether the disability is static or progressive nor the influence of any progression on the observed prevalence. However, the lack of correlation between symptom prevalence and duration of follow-up and the use of age-specific prevalence rates for comparison suggests that the observed increase in symptom prevalence represents an increase in respiratory disability.
Accurate recall of pre-injury respiratory symptoms and smoking habits is important in determining the degree of selection in a particular group and its comparability with the general population. Previous reports' 101 have suggested that respiratory symptoms and smoking habits are recalled poorly, but the supposition is unconfirmed with regard to respiratory symptoms. Experience suggests that individual recall may be highly inaccurate but in a group, recall is adequate for determining pre-injury disease. The hypothesis is based on a number of factors. First, the reasonable correlation between observed and expected pre-injury symptoms. Second, the patients have each experienced a significant "life event," their accident, thus providing a reference point on which to base their recall. Third, the questionnaire was structured so as to maximise the likelihood of accurate recall. The study of Holland et al '2 has shown that if two similar questionnaires are administered consecutively, then the response to the second is modified by the answers given to the first. The preinjury status was determined first in the present study so that any bias would tend to reduce differences in symptom prevalence.
An increase in respiratory symptoms, in particular productive cough and wheezing, after blunt chest injury is more common in smokers than in nonsmokers. The increased prevalence of wheezing in smokers is presumably related to an increased bronchial reactivity rather than to permanent airway changes since mean FEV,/FVC % was within predicted limits. Increased bronchial reactivity to inhaled methacholine has been noted in the survivors of adult respiratory distress syndrome'3 and was most marked in smokers.
The distinction between smokers and non-smokers was less apparent when the symptom of dyspnoea was considered. The discrepancy arises from the differing natures of the two assessments. "Dyspnoea" is essentially a personal assessment ofexercise tolerance, a functional test, while lung function tests are a static assessment. A major factor in the discrepancy is the localised nature of the pulmonary fibrosis which may follow pulmonary injury and which becomes important only when the respiratory system is stressed. Braun 
